C urrently, besides the development of primary cleft lip surgery, it is possible to get successful results with orthognatic and orthodontic techniques in late period.
1Y3
The patients' expectations were increased, and therefore, nasal aesthetic and functional considerations became the primary expectations. Classic nasal pathology of cleft lip nose (CLN) deformity has been discussed in several articles. 4Y6 The pathologic tip deformation in CLN is its most significant stigma. Posterior localization of cleft-side dome and deviation of tip complex to the cleft side and buckled and depressed ala are the components of this pathology. 7 Alar cartilages provide support and configuration to tip lobule. Tip aesthetic is determined by the shape, size, and position of alar cartilages. 8 For this reason, methods put forward for the treatment usually focus on the nasal tip area.
Several methods have been suggested for the reconstruction of the nasal deformity. 9Y11 The uses of cartilage grafts are almost inevitable in these methods. Nasal tip is usually modified with cartilage augmentation or suture techniques. 12, 13 In the 2 different studies on cleft anatomy, it has been reported that there was no anatomic defect at lateral cruras, and moreover, their size and histology were found to be normal.
14,15 Therefore, we aimed to manage the lateral crura with a cartilage graft that had been fixed in posterior dome area after having the lateral crura equalized with normal side and then to increase the elevating elastic strength of cartilage. (Fig 1) . Ten patients were women, whereas the remaining 6 patients were men. The age range was 17 to 54 years, and the average was 26.2 years. Eleven patients showed anterior nasal fistulae, nasal sill depression, scar extension on the lip, and vermillion irregularities. All of the patients had classical CLN view. 7, 16, 17 The patients did not undergo any operation on the nose before. One patient had incomplete cleft palate. Average follow-up time was 20 months. All of the patients were operated on for lip revision, nasal sill augmentation, tip plasty, and aesthetic rhinoplasty, whereas 11 patients underwent fistula reconstruction.
TECHNIQUE
T he 1/200,000 adrenalin was injected to the related areas at nasal and lip. The lip was incised with complete layer suitable for old scars. After finishing the nasal base reconstruction and narrowing and closing the fistula, the nose was operated on. Medial and lateral cruras were exposed by ''W'' columellary incision. The cleft-side alar cartilage was dissected from vestibular nasal mucosa and entirely released. Both medial cruras were separated by dissection to form a pouch for strut cartilage graft. In all of the patients, cartilage graft was taken from the septum, and when necessary, the hump reduction lateral osteotomy was performed. The alar cartilages were reduced until at least 5 mm was left at the noncleft side. The minimal reduction was performed at all of the released cleft side. The spreader graft was definitely inserted at the cleft side for internal nasal valve. The spreader grafts were used when necessary. The completely released cleft-side alar cartilage was fixed to the desired position. After the cleft side was equaled with the dome angle of the healthy side, the cartilage graft was fixed by at least 3 sutures to cleftside dome's vestibule side. Cartilage graft was obtained by the reduction of noncleft side in all patients. Apart from these procedures, no cartilage graft was used for augmentation purposes. For the patients with any airway problem, sub mucosal resection (SMR) and submucous conchal bone resection were done. Columellar incision was sutured by length, then vaseline tampon was inserted, and this was followed by the application of plaster atel. The patients were given intravenous antibiotics for the first 2 days of postoperative period. Sutures were removed in 5 days, whereas the plaster atel was removed after the first week.
RESULTS

N
o problem occurred in the early period. Minimal deviation occurred at the cleft side of the nasal tip in 2 patients during the later period. The patients did not desire for further surgery for this deviation. The patients' air way problems were recovered subjectively. The results were durable and valid for a long term.
DISCUSSION
T hrough primer rhinoplasty and positioning of alar cartilages during the first lip reconstruction and through close follow-up of the patients, the risk of the nasal pathologies was decreased nowadays, 18Y20 although the changes and disfigurements in the cleft nose due to growing are inevitable. The deformity of CLN is a continual occupation of related plastic and cleft surgeons. As known, the lip and the nasal tip complex localized in the anterior part of the body, and they have a unique 3-dimensional anatomic and functional configuration. The lip is a moving structure and has a balance with columella and the nasal tip. Similar to the patients with cleft, when this balance is disturbed, the lip and other facial muscles apply distracted force to the nasal cartilage skeleton and the maxilla. This continual distraction results in permanent changes at nasal tip and the maxilla. These changes alter the tendency of elastic strength of nasal tip cartilages and elastic fibrils. Distracting forces that cause this deformation are known as external deformation factors. 1, 2, 14 In anatomic and clinichistomorphologic studies, it was found out that the alar cartilages were in normal sizes, and their histologies were not different than those of the other side. 14, 15 Therefore, the authors of these studies concluded that this pathology in CLN was due to the external factors. However, in these studies, positioning of the alar cartilages and the different organization of elastic fibrilles were disregarded. 21 In CLN cases, the cleft-side dome's angle is placed backward with obtuse angle. During the operation, the cleft side's lateral crura was made symmetrical with the other side, and the dome is brought to the front, thus the angle between the medial and the lateral crura changes. The key point of our method is to maintain this angle in its new position. Classically, in CLN cases, cleft side at the nasal ala is of flaring and buckling deformations. This view is caused by the different localization of cleftside alar cartilage with respect to the opposite side. In our cases, we released the cleft-side alar cartilage from vestibular mucosa and the skin and then made it symmetrical with the other side. To keep this position planar, we fixed the cartilage obtained from the opposite ala reduction to the vestibular side of the cleft-side dome by sutures. The inserted graft increased the strength of elastic of alar cartilage and also provided the maintenance of the new position. In aesthetic cases, tip refinement is usually provided by augmenting cartilage grafts. However, augmenting cartilage grafts is far from being anatomic and functional. 8 It provides only camouflage. The suture manipulations are not sufficient, and they make the external nasal valve narrower on its own (Fig 2) .
To obtain successful results in CLN, the orthodontic and the dentofacial problems of the patients need to be resolved. In patients with late-period CLN, the prevention of lip scars and nasal fistulas, muscle separations, and nasal base narrowing and increasing need to be done at the beginning of the operation (Fig 3) . The tip refinement has to be left to the end of the operation. Thus, the distraction effects of the external factors on the nasal tip will be minimized. With our graft method, the external valve mechanism was rearranged, and it had a positive effect on the nasal airway. This method can be used easily on external valve extension apart from cleft cases. In our patients, our use of this method with spread grafts solved the present airway problems. 16 To conclude, the advantages of this method are that it:
is not visible supports alar cartilages prevents the collapse of the external nasal, and it is functional maintains the new position supports the vestibular lining is easy to apply can easily be combined with the other methods The disadvantage of this method is the occurrence of depression in the alar rim after the positioning of the alar cartilage. An alar rim graft from another incision may be inserted to prevent the aforementioned depression. This method is a useful grafting technique increasing the elastic strength of cartilages, and it can be combined with other methods to resolve the alar pathologies in CLN. 
